Background. It is well recognised that ageing in females is associated with a predilection for weight gain. Women with abdominal obesity are known to be at especially high risk of cardiovascular and metabolic disease, as well as associated poorer overall health outcomes. Many of these metabolic disorders, however, can be alleviated through weight loss.
Background
Global overweight and obesity rates have more than doubled in the last three decades, with 1.4 billion adults over the age of 20 years classified as overweight (body mass index [BMI] 25-29.9 kg/m 2 ) or obese (BMI ≥ 30 kg/m 2 )by the World Health Organisation, 1 in 2008. While it is wellrecognised that comparable numbers of females and males are classified as overweight (35% versus 34%, respectively), more women than men are categorised as obese (14% versus 10%, respectively). 2 Women classified as overweight or obese exhibit higher rates of metabolic irregularities including hypertension, diabetes, and reduced mental health and energy levels than their normal/underweight counterparts. 3 The prevalence of central adiposity and features of metabolic syndrome in many peri-menopausal and menopausal women transpire as a result of a reduction in oestrogen. 4 Fortunately, many of the metabolic disorders attributable to decreased oestrogen levels (exhibited in conditions such as abdominal adiposity, insulin resistance, and dyslipidaemia) can be alleviated through weight loss. Furthermore, it is understood that oestrogen has a modulating effect on the hormone insulin and lipoprotein lipase (LPL; an enzyme responsible for breaking down triglycerides), both of which are recognised as impacting central adiposity. 5 During this period of mid-life weight gain and increased metabolic risk for women, preventing gains in body fat and maintaining healthy weight status is essential. 6 Traditional "best practice" weight loss dietary While there remains no consensus over the most effective weight-loss strategy, it is recognised that both the traditional low fat and the more contemporary low carbohydrate, high fat (LCHF) dietary strategies are successful in eliciting weight loss at an individual level. 7 However, there is evidence to suggest that LCHF diets can be successful when compared with "best practice" when it comes to improving health outcomes for individuals. Findings across several randomised controlled trials (RCTs) addressing both weight loss and health outcomes show that LCHF diets are at least as effective as low-fat diets in achieving weight loss, and more effective for improving several blood markers, in particular triglycerides and HDL cholesterol, and HbA1C (in diabetics). [8] [9] [10] [11] In one such study participants were randomly assigned to one of four dietary regimes. 9 Participants were advised to weigh themselves at the same time each week; ideally in the morning, and prior to dressing.
Profile of Mood States
The Response options were adapted to correspond to the weekly (seven-day) questionnaire distribution.
Self-reported weight
Participants provided weekly self-reported weight status. While weight change over the study period was not statistically assessed, weight loss is a factor contributing to both adherence to weight-loss strategies, and maintenance of weight loss. 22 For the purpose of this study, weight was not used as a primary variable but as a tool to indicate adherence and generate discussion in focus groups.
Focus groups
Groups were classified by participant self- 
Data Analysis
All quantitative data were analysed and presented using descriptive statistics, allowing indicative patterns to emerge. 23 Data is presented in most cases as group findings.
Probability statistics were not applied, as the study design did not allow for this type of analysis. Patterns emerging from weekly POMS SF, adherence, satiety, and weight status were monitored and considered in the development of focus group schedule and classification.
POMS data were presented as an average across participants from baseline to programme completion. Table 1 presents the schedule of questions generated for use in focus group discussions. Note: BMI = body mass index, expressed in kg/m 2
Results
In total, eighteen women expressed interest in participating in the study; all were issued with eligibility questionnaires, with 15 women considered eligible to participate in the study.
Two respondents failed to meet the study eligibility criteria. One respondent withdrew from the study immediately post week one.
Fifteen women completed the eight-week LCHF
Women's Health Research programme. Three focus groups were conducted involving all 15 participants.
Survey data
Overall, mean percentage weight loss from baseline to study completion was 5.6% (range of 2.2kg -8.6kg) ( Figure 1 ). The high adherence group recorded the greatest weight loss, 7%
(mean of 6.2 kg), concurrent with high selfreport adherence (average adherence of 92.8%).
The low and medium adherence groups (77.4% and 80.4%, adherence respectively) had a lower total weight loss (5.3% (mean 4.2kg) and 4.7% 
Discussion
Key findings from this research show that the LCHF dietary approach resulted in weight loss and improved mood states, with more weight loss noted for participants with greater adherence.
Four key themes emerged impacting adherence to these dietary modifications. Primarily, findings suggest self-reported adherence to this way of eating was achieved via a mechanism of improved satiety. In addition, both family support, and the acceptability of LCHF food While familial support is widely acknowledged as a contributing factor to adherence to a range of positive health behaviours, adherence to dietary modifications, in particular, is dependent on family support. [26] [27] [28] The current study findings on family support reflected those from earlier studies, whereby the support of family members emerged as a primary motivator to adhering to weight loss interventions. 29, 30 Dietary factors have been shown to impact immediate family members directly, therefore willingness by family, to adapt to and include the modified food choices in their own diet can enhance participant adherence. 28 Spousal involvement has been suggested as being of special importance in terms of providing emotional support for participants. 26, 31 Indeed, results from the current study showed that participants experienced difficulties adhering when husbands were not supportive, however participants whose husbands provided support or partook in the LCHF way of eating reported feeling motivated to adhere to the LCHF dietary approach. These results align with those reported by Hammerstrom et al. 29 who found that husbands were both a major obstacle and a key motivator to adherence and behaviour change in women. In addition, when husbands refused to eat new food, requiring women to cook two meals, workload increased considerably, and created barriers to adherence to a diet. 29 Similar findings were reported by Gorin, et al. 28 who reported a recognition of the influence that environment holds over food choices, 28 were tailored to an individual's current stage of change. 33 Participants were able to decide for themselves how much information they required and to what extent to access that information. Furthermore, it is apparent from these outcomes and those from previous studies that individuals with a lower selfefficacy for dietary change expect and therefore experience more barriers than motivators in daily life when intending to make a dietary change. 34 • I just found it was the time and preparation, by the time we had had dinner, then I would have to get my lunch ready and prepare my omelette to cook at work, I constantly seemed to be in the kitchen all time.
Medium
• For me its planning its having a weekly menu and say right, rather than in the morning scrambling for something, it's about sitting down making that plan making sure that I've got low carb bread in the freezer
• When life became busy I couldn't plan enough to be able to take snacks and food to work. That was ok but that's why I would end up having toast at 5 in the morning just to keep me going and through High • I've got to make sure I've always got nuts or something healthy in my bag. I am not going to die of starvation, I can skip a meal, and yeah just making sure you are prepared.
• You had to really think about what you were sending, and you know bread is good in the car, salads don't look very nice in the car, in and out of the chilly bin Satiety Low • I was similar in that I felt fuller and I tended to eat less, I certainly didn't need to snack at all. I just had breakfast lunch and dinner, and the occasional half a dozen nuts in between if I needed it but not really.
• It took a while, it took a while to get to that stage I would say, probably for me it was only in the last 3 or 4 weeks where I felt I wasn't hungry, but it did take a while.
• I still get hungry; probably I should be adding more protein into my salad at lunchtime. And maybe a bit more yoghurt or something Medium • The fact that I never got hungry. I was amazed at how I didn't get hungry when I was really sticking to it. And I just didn't want to eat snacks and things, and when you were putting things • Just not getting hungry was really interesting to me. I thought I've had hardly much to eat, 2 eggs for breakfast and I wouldn't even be thinking of food and that was 7.00 am to 1.00pm and I was like maybe I should be eating.
N/A
High • And now I come home at 3 and I have an egg, or I have a handful of nuts, or actually I am not very hungry. I am not very hungry.
• Definitively not hungry and before it was like full, starving, full starving, full starving and frequently, whereas now it's like ok I'll have a little bit of something. So, you don't get that oh I'm starving anymore.

Factors impacting satiety
Low • I absolutely loved it, but I like meat and fat, so it worked well for me • It's just a bit of a shift for me because everyone has been going low fat low fat low fat and then all of a sudden going to this shift and thinking it's a funny thing 
